1) A dyspeptic child rarely, and a baby never, complains of indigestion. It is only from the age of ten years that subjective symptoms sometimes exist. It follows, therefore, that dyspepsia in childhood is often hidden, and has to be searched for in order to be diagnosed.-(2) Dyspepsia in children often takes a misleading form, as it produces a general weakness and wasting, often slight fever, and even coughing. It is therefore frequently confused with tuberculosis.-(3) Dyspepsia in children is a functional complaint, and its cure is therefore almost invariably easy and often rapid.-(4) The different digestive actions depending upon one another, it is usually the first which causes dyspepsia in children. In other words, such dyspepsia originates in the stomach.-(5) In more than three-fourths of the cases this gastric trouble consists of a hyperchloracidity. (6) Treatment is as follows: An approved diet, chiefly consisting of milk and farinaceous foods, a two-hours' rest after meals, and the administration of alkalies. A quick progress towards a complete cure is observed, and, in particular, an increase in weight is very rapid. Statistics drawn up from 200 cases show this, and also that such hyperchloracidity can reach high figures even in very young children.
ONE of the branches of pediatrics which has most closely occupied my attention during the past ten years is that of dyspepsia among children of from-l to 14 years of age. I leave on one side the question of infant digestion, which is so special.
Time prevents my dealing with my subject fully. I cannot, for example, go into the etiology of these frequent troubles, or into my methods of examining them. I wish only to bring to your notice certain points which seem to me of more general interest.
(1) It must bo noted that a child rarely complains of the digestive troubles from which he is suffering. Until the ages of from 8 to 10 years, subjective symptoms are completely lacking. From the age of 10 years a child, in rare cases, may complain of pains in his abdomen, and the older he grows, the more often he speaks of these pains. One knows, in the adult, how constant are these symptoms.
All this shows that dyspepsia in children may pass almost entirely unnoticed, unless one is on the look-out for it, and all the more easily because its symptoms are often so entirely misleading. As aggravated cases frequently show such symptoms as emaciation, general bad condition, a slight feverishness and coughing, it can be understood that tuberculosis is often suspected. And, in point of fact, a number of children are frequently sent to the University Children's Clinic at Lausanne with a diagnosis of latent tuberculosis, of tuberculosis of the glands, and even of pulmonary tuberculosis, who are in reality suffering from dyspepsia and are generally hyperacid dyspeptics.
Therefore, as a first point, we come to this conclusion: That dyspepsia among children, or, in other words, digestive and especially stomachic troubles among children, are at this age so frequently hidden that to be found, they must be thought of and searched for.
(2) Child dyspepsia takes many forms, but declares itself almost invariably by a general debility; in slight cases the only symptom is a backwardness in putting on weight. Nearly always the growth in height continues normally. General weakness increases in proportion to the seriousness of the dyspepsia, and in the more DEC.-CHILD. 1 aggravated cases one finds, as I have stated before, a collection of symptoms entirely resembling those of tuberculosis, namely, wasting, bad colour, irregular temperature, with a tendency to feverishness, loss of appetite, nervousness and a tendency to frequent attacks of pharyngitis and even bronchitis. Only a complete investigation enables us to establish a diagnosis, confirmed later by therapeutics.
So we come to our second point: Dyspepsia in children utpsets the general state of health, and, especially in accentuated cases, readily takes on the appearance of tutbercutlosis.
I lay stress on this, having seen children treated as tuberculous and sent as such to a sanitorium, where they stayed without deriving any benefit. Once their condition was clearly understood and diagnosed as dyspepsia, and an appropriate treatment given, a complete cure speedily followed.
(3) Dyspepsia in childhood is, with few exceptions, purely functional (though we know that with advancing years the contrary is the case), and in examining children this point must be remembered, It follows that a complete cure of dyspepsia is infinitely easier to obtain in childhood than in adult life. Taking for my authority the several hundred cases I have personally closely followed, I would even go so far as to state that the cure of such dyspepsia is almost invariably certain if an exact diagnosis is made and judicious treatment applied.
My third point, then, is that dyspepsia in children is putrely functional, and, as su,ch, is easy to cure.
(4) Physiology teaches us that digestion is a grouping of several actions, each one of which, like an act of a play, is at once separate from yet dependent on its predecessor. Thus, digestive troubles originate invariably in the stomach, and analysis of food in its different stages of digestion has proved that any disorder in the intestines, liver or pancreas, is secondary to an original gastric trouble. Gastric therapeutics again prove this.
So we come to our fourth point, namely, that dyspepsia in children originates habitu2l1y in the stomach.
(5) If we investigate further, we find that three-quarters at least of these cases are caused by a hyperchloracidity.
Desirous of creating a practical method easily applied in hospital, clinic or private house, we have put aside all complicated means of research, and have kept to that supplied by simple gastric chemistry.
The child eats a "test-meal," the ingredients varying with his age, but approaching as nearly as possible those of a normal meal.
(It has always appeared to me utterly illogical to give as a " test-meal" a cup of tea and a roll. Such a meal is in no way normal, and the stomach is, consequently, examined under abnormal conditions, making exact calculations impossible.)
This " test meal" is withdrawn after from an hour and a quarter to an hour and a half, and is tested for free hydrochloric acid and for hydrochloric acid in combination, and, by the addition of the two figures, for the total hydrochloric acid. Long experience permits me to say that, as a result of such an examination, the gastric juices of children should not yield more than 0 * 50 per cent. of free hydrochloric acid, or more than 2 per cent. of total hydrochloric acid. All higher figures may be considered as abnormal.
As a fifth point, therefore, we can state that gastric hyperchloracidity is frequent, and, in the majority oJ cases, is the basis of dyspepsia in children.
(6) Finally, after a short survey of this subject, we come to the treatment employed.
First of all a diet must be strictly observed, and we follow that which we call a "white diet," composed of milk and farinaceous foods, with the addition of eggs in small quantities, white meat in very small quantities (never before five years of age), and stewed fruit. Bread is replaced by toast and biscuits.
Secondly, the child is made to rest, as we have noticed how often the nervous system of children is affected, and resting in bed is the best sedative. Rest, even with older children, is essential for two hours after every meal, and during that time a hot bottle, linseed poultice or an electric cushion is laid on the abdomen.
Thirdly, we administer an alkaline remedy, and here again experience has shown us that sodium bicarbonate is the best, and we give doses of from quarter to half a teaspoonful in half a glass of hot water, three-quarters to one hour after meals. In exaggerated cases of hyperacidity, we add "alucol," a Swiss preparation of aluminium hydrate, which has produced us the best results. This is given from half to three-quarters of an hour before each meal in a little hot drink. It acts as a sedative on the gastric membrane and modifies the acidity.
As a result of this treatment, the digestive functions begin to reassert themselves, the general health improves and the child puts on weight-in a word, the cure takes place. At the hospital where the treatment is combined with discipline, a complete cure is only a matter of a few weeks. Regular examinations repeated at varied intervals demonstrate this. I have witnessed, for example, in apparently serious cases, a surprising increase in weight.
As all these statements are based on numerous cases under observation, and in order to bring further weight to bear on my subject, my assistants have drawn up for me statistics on the 200 most recent cases of dyspeptic children under my care. From these statistics I am able to draw certain deductions, the more interesting of which I now place before you:-
(1) Hyperacidity, of which I have spoken to-day, is found in children of any age, even in an infant of fifteen months.
(2) This acidity varies from the slightly-marked to the very accentuated cases, this latter occurring frequently with children. The figure 2 per cent. being that of total normal acidity, I find figures greater than 5 per cent. and even 6 per cent. For example, 6 -4 per cent. in the case of a boy aged 7, and 6 -3 per cent. in that of a boy aged 9. None of these cases had originally been diagnosed as dyspeptic, but almost invariably as tuberculous.
(3) All these cases, even the most accentuated, respond rapidly to treatment.
I quote the following examples from my statistics:
A girl aged 14 years put on 8 lb. 9 oz. in 2 months boy ,, 9 ,, ,, ,, 9 ,,10 , ,,2 ,,girl ,, 9 ,, , , 4 , 4 , 1 , 14 ,,,,,, 14 ,, 12 ,, ,, 5 ,, , , 13 ,, ,, , 1 2) , S , , 1 ,, , , 14 ,, , , 7 ,, 8 , ,, 2 , boy ,, 13 ,, ,, , 9 ,, ,, 2 girl ,, 12 ,,,,,, 12 ,, 13 ,,, 5 This, surely, is the best proof that cases so frequently sent to us for treatment as tuberculous are really dyspeptic.
Dr. Taillens had said that the stomach was the primary organ at fault in practically all the cases, and here again, he (Dr. Hutchison) did not know that the experience in this country would support that; possibly the case was different in Switzerland. He classed dyspepsia in children into three groups: (1) primarily gastric; (2) primarily hepatic; (3) primarily intestinal. He was struck in practice-perhaps especially in private practicewith the number of cases in the hepatic group, those who were being overfed with "liver foods "-rich milk and cream,-who became irritable, lost appetite, wasted and had offensive breath, and who immediately improved and put on weight when the " liver foods " were cut down. These children also had acidosis and attacks of cyclic vomiting. These he had always considered as primarily hepatic cases, perhaps of " hepatic inadequacy," of children born with a liver which was not functioning very efficiently. And one could not help recognizing the primarily intestinal group. These correspond closely with Professor Taillens' description of children whose main complaint was constipation and the passage of mucus, with colicky pain.
Dr. Taillens had made the interesting statement-evidently after a good deal of investigation on the point-that hyperchlorhydria was of frequent occurrence; he spoke of an acidity of 6 per cent., which was a very high figure for anybody. But even if that high acidity was found, it did not necessarily follow that this was the cause of the symptoms. He would have thought that one of the most striking conclusions of modern gastrology was that these variations of acidity in the stomach, either upwards or downwards, i.e., hyperchlorhydria or achylia, were of comparatively little importance, so long as the stomach was performing its motor functions properly. He (Dr. Hutchison) would have thought that defective motility was responsible for a certain number of cases of primary gastric trouble in children.
There must be agreement with Dr. Taillens' treatment, because it had been proved by his success. It was only fair to point out, however, that with a different diet, but adopting the same hygienic measures, physicians in this country achieved just as great a measure of success. If one took these dyspeptic children from home and sent them to the seaside for two or three weeks, they at once began to eat better and to put on weight.
With regard to diet, in this country there was general agreement that a large number of the cases of dyspepsia in children were due to excessive consumption of carbohydrates, and success was achieved chiefly by cutting down starchy and sugary foods. That, of course, might be a question of national habit. Few observers at any rate seemed to have made so many accurate estimations of the gastric secretory function as Professor Taillens had done.
CASES AND SPECIMENS.
Congenital Short-neck.-ERIC PRITCHARD, M.D.-F. F., female, aged 1
year and 8 months.
Although there is no definite webbing between the mastoid process and the acromion process, the case appears to be an atypical example of Klippel Feil's disease, or web-neck ( fig. 1) .
A skiagram shows definite congenital deformity of the lower cervical and upper dorsal vertebrae, which appear to be bifid, and there are either small cervical ribs, or enlarged transverse processes (fig. 2) .
The child has had right facial paralysis since birth, and there is a congenital nodule on the right cheek. There is also a right corneal ulcer, now improving under treatment.
Tumour of right side of neck (?) Teratoma.-ERIC PRITCHARD, M.D.-B. P., a girl, aged 4 years and 2 months, came to Infants' Hospital, October 11, 1927, with swelling on right side of neck, of four months' duration. Provisional diagnosis was cystic enlargement of thyroid or thymus, and the mother was instructed to bring the child six montbs later for further examination.
On May 3, 1928, patient was again brought to the hospital, having gained half a pound in weight (35 lb. 6 oz.). Swelling had completely disappeared from original situation. Patient was in perfect health, except for a slight cough and a small quantity of sputum. A fullness was now found about the right clavicle, which bulged slightly,
